Plastic surgeons have contributed to the understanding of pressure sore patho physiology and prophylaxis. Increasingly sophisticated surgical techniques such as myocutaneous or innervated flaps add to the reliability and durability of repairs.
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PARAPLEGIA shearing and frictional forces on the local circulation, direct trauma, obstruc tion of local lymphatics, limited regional autonomic responses, muscle spasm, regional muscle atrophy, faecal soiling, and maceration of the skin. General factors such as malnutrition may also contribute. Minor cutaneous infections cause induration and increase metabolic demands thus lowering resistance to pressure necrosis.
Experiments in pigs demonstrate muscle to be more sensitive to pressure damage than skin. With an applied pressure of 500 mmHg, muscle necrosis may occur after only 4 hours whereas skin necrosis occurs after application of 800 mmHg for eight hours or after 200 mmHg for 16 hours (Daniel et ai., 1981) .
Over many months the weight bearing skin of a quadriplegic patient may become more tolerant of prolonged application of pressure. The mechanism is not understood but the skin itself appears to change and increasing mobility of the skin lessens the unfavourable effect of shearing strain upon the supplying blood vessels. One study (Fisher and Patterson 1983) showed that the average interval between episodes of pressure relief in a group of quadriplegic patients exceeded 1 hour and that the average ischial pressure for a ROHO cushion was 71·5 mmHg and 105·4 mmHg for polyurethane foam cushions.
Whilst in bed, patients should be turned from side to side every 2 hours although some patients tolerate up to 6 or 8 hours supine on a water bed or water filled overlay. The prone position on a row of pillows may be tolerated all night. Sheepskins with a heavy fleece help distribute pressure and reduce maceration by improving ventilation. Spasm may result in ulceration between the malleoli or knees or behind the heels. Such spasm may be reduced by medication e.g. Diazepam and, rarely, by ablative neurosurgical procedures.
Suitably placed pillows and 'spasm sheets' are useful but spasm continues to cause difficulties. The Clinitron air fluidised bed (Dolezal et ai, 1985) and the Mediscus * low air loss bed reduce pressure over bony prominences to 15 to 30 mmHg. Special equipment of this type is appropriate for pre and post operative care of pressure sore prone patients, especially following repair of a pressure sore.
Independent paraplegic patients are commonly advised to prevent pressure sores by a regimen of pressure lifts lasting for 10 seconds every 10 minutes. , 1985) . It is stated that it is not usually possible to perform a direct connection between an inter-costal nerve or the medial cutaneous nerve of the forearm and the lateral cutaneous nerve of the thigh and so a sural nerve graft is usually required to bridge the gap. (1975) , Zancolli (1975) , House et al., (1976) and Freehafer et al., (1974) have reported procedures designed to improve upper limb function in quadri plegia. Both Moberg and Zancolli have stated that at least 60% of quadriplegic patients may benefit from surgery and this is a percentage which is increasing.
Surgical rehabilitation of the upper limb in quadriplegia

Moberg
Older procedures for poliomyelitis and other types of paralysis involved multiple arthrodeses but, when applied to quadriplegia, these procedures led to clawed, inflexible and unattractive hands. Transfer of selected functioning muscles may activate tendons of key paralysed muscles or augment natural tenodesis i.e. the tendency for the fingers to flex as the wrist extends and vice versa. Moberg (1978) described softening and stretching or, alternatively, contracture of vari0us ligaments resulting from an imbalance of muscular tone, the effects of gravity and poor proprioception. The quadriplegic patient loses control of most or all of the 37 muscles acting on the wrist and hand. The best that surgery can achieve is to replace these with one or two transferred muscles which may lack normal strength at the time of transfer.
Restoration of grasp and lateral pinch ('key pinch') is desirable for C6 and C7 However, it is now widely accepted that well informed highly motivated intel ligent patients have much to gain from upper limb reconstruction.
